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INTER-OFFICE CORRESPONDENCE
REPUBLIC CREOSOTING COMPANY
DIVISION OF REILLY TAR & CHEMICAL CORPORATION
vo: Mr. R. J. Hennessy = Reilly Lab. OFFICE:
FROM: Re J. Boyle _ . DATE:
 sUBJECT: INSURANCE - ST. LOUIS PARK

We attach photostat of First lieport of Injury sustained Febru-
ary 18, 1971, by James L., Lemke, who was struck on his head by
a tie falling from the A. & B, Mill to the tram,

Because of the gimilarity of this injury to that most serious in-
jury sustained by Joseph Just several years ago, we telephoned
Mr. Finch and learned that Mr., Lerke had been released from the
Methodist Hospital and had returned to work. We are most for-

tunate that Mr, Lemke was not injured as aeriously as was Mr,
Just, R

This is the portion of the A. & B. Mill that we have been trying
to revise to prevent injuries of this type. Mr. Pinch is asking
the company who receatly rebuilt the A. & B. Mill to inspect the
guards on the mill apron to determine if they can work out a spring
lock arrangement to be activated by a foot lever .to make sure that

the guards are in place when the employee moves to straigb:en the
ties.

He would apptectate' any assistance you can give Mr. Finch regaxrd-
i{ng improvement in the safety features of the A. & B. Mill,

Very truly yours,

f o

RJB:LS

- . Encl,

cc: Mr., H. L, Pinch - St. Louis Park
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IMPORTANT: This section must be com- SCHND THIS REPORT IN TRIPLICATE 10
pleted by the employer. . '
Pl o e e EMPLOYERS MUTUAL LIADILITY KSURANCE
7 Sowiol Seconty Number
Hastienlya COMPANY OF WISCONSIN :
—an1le . . . X
2~ .’.ZWN Sy #. O. BOX 1357 MINNLAPOLIS, MINNESOTA 33440 PHONE (612) 927-794)
23 INSURER'S MINNESOTA WITHHOLOING TAX NUMBIR §643707
. : FIE A REPORT Wit
bmployer's Mennetota Witkholding Tax Number THE Mt WORKMITE'S, COMPINSATION. COMAMISSION WHEN NFCESSARY.
1. Employee nome [lost) . LIEZE v {First) __JAXES (M1} _La__ Tel. No. .
2. Street address A1Q_ELND/ J1it% City HOTRINS __ Siote STAEN, Zip Code
3. Birth dote_11=15=4G £ Ssex M%) F[J Occupotion MILL OPEMTCR
4. Maritol stotus-Single [  Maorried Seporoted [ Divorced )
5. Type of employment: Full-timeX] Part-time (] Seosonal [J Volunteer (J tf other, specify
6. Type of work program, if opplicable: Apprentice 1 Gl [ If other, specify
EMPLOYEE 7. Average earnings per week $ 135,50 . Check if eamnings ore based on piece work. a
" 1 8. Swroight-time worked: Hours perdoy ___8 ____  Numker of days worked perweek 8 _______ -
9. Average over-time worked: Hours per day Number of days worked per week

10. Straight time rote: $ _3,33% . per hour. Over-fime rate: $ per hour,

11. If port-time worker, state tota! amount earned, tolal number of days worked and total number of weeks
worked in the lost 26 weeks. $ doys weeks Number of
hours normally worked by full-time employees per week

12. 1 furnished in oddition to wages, stote weekly vatue of: Board $ . Lodging $ e ; Other $ e

13. Did employee have other regular employment ot time of injury? If yes, where?

14, Employer ERILLY TAR & CUETCAL COARy  (SLAT #£ 20 Tel. No..229=2351.

15. Type of ownership: Individual [J Portnership [J Corporation ] M other, specify

16. Employer's address 2200 WALER STRTST

EMPLOYER City _STa JAULS PARK ______ Stote FINNZCOTA Zip Code _35825
17. Nome of employcv representative or supervisor who first received knowledge of injury . Ra GUOLAL
18. Date when notice wos received _2=35e71  Time of day injury occurred AM L1815 P,
19, Location where injury occurred ___A G D 2ILL —+
20. Nature of claimed injury or disease JZAD XRJURY ¥
NATURE 21. Did claimed injury or discose cause loss of time? Yes( No[J If yes, lost doy worked? _2e1l«=271
AND 22. Were full wages paid lor last day worked? Yes [ No []
sz‘E:IURY 23. Has employee retorned to work? Yes [ No K] If yes, when
OR 24. W injury or discase resulted in deoth 10 employee complete the following: Date of death
DISEASE Name of dependent or next-of-kin . Relationship
Address . Z
yA

MEDICAL 25. Name of treating physician memmul Tel. No. 282=1212
AND Address _£500_LYCLLCOXR DIYD, $Fa JAUTS FARK, MINN, :
HOSPITAL 26. Hpspnul Address

27. Did employer autharize medical treatment? Yes /3 No [

28. Describe how injury occurred YUILT LOADYL \GTILS FROMOAL S B 3TLL TO TuAS, AL UIkiDe’
CAUSE ING CVER_TO_STRAIGUTEN Tk O 1.»\... TU lia_-l._o_.:-:&og:d't s DAL AYRON, Tin x..u. '

memhphunu Lausing Injury T - lll'l‘ NIS HUM_

OF
NJURY 30. Did ony employce physical handicop contribute 1o cause of m.ury? Yes J "No M i ycs, how?

3). Whot action has been taken 1o prevent recurrence?

j//;? — 2 14

Dated —_2-19 LI W— Signed by “‘/'/"W"“Zo =7y
{OBSERVE INSTRUCTIONS ON REVERSE SIDE.) " Official Title _ PLANT_MANAGLR 23195028
WC 102 Dec 1949 Reploces C1 which shall not be wied

tsernees . 270 Phone ﬂo. —929-7084
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